SUMMARY An infant with anomalous origin of the left coronary artery from the pulmonary trunk presented with congestive cardiomyopathy. Only cross sectional echocardiography gave a definitive diagnosis. The results of cardiac catheterisation and angiography were inconclusive. Surgical repair was performed successfully after the results of cross sectional echocardiography were known.
graphy`3 and Doppler echocardiography. 4 But as yet there are no reports of operations on patients in whom the diagnosis of anomalous origin of left coronary artery from the pulmonary trunk was based solely on echocardiography. This is probably because those workers who described the echocardiographic findings also-stxessed the need for cineaortography as the "definitive investigation in these patients".l We describe our experience with an infant with anomalous origin of the left coronary artery from the pulmonary trunk who had a repair operation after a cross sectional echocardiographic study clearly showed the defect. The results of cardiac catheterisation were inconclusive. This case has led us to question the need for cardiac catheterisation in some cases of anomalous origin of the left coronary artery from the pulmonary trunk in which a definitive diagnosis can be made by cross sectional echocardiography.
Case report
A two month old infant was referred to our institution for management of congestive cardiomyopathy of recent onset. The history indicated episodes of "turning pale" during feeding. Physical exam-x ray showed an enlarged heart with pulmonary oedema. In this case cardiac catheterisation and angiography did not add any information to the diagnosis already made by cross sectional echocardiography and these invasive investigations exposed the infant to additional risks. Some might argue that additional information could be obtained by cardiac catheterisation, for example definition of associated lesions such as anomalous origin of the right coronary artery from the pulmonary trunk.7 The presence of such an abnormality, however, will not affect surgical management because isolated anomalous origin of the right coronary artery from the pulmonary trunk is benign and usually does not require surgical correction. 7 We propose that after surgical repair and return of ventricular function to normal8 the risks of cardiac catheterisation will be reduced and other abnormalities will be more easily detected.
Cross sectional echocardiographic examination can give false positive results when it is used to diagnose this anomaly.' Nevertheless, we know from our experience-of using cross sectional echo-$.4 .8, Anomalous origin of the left coronary artery from the pulmonary trunk 175 cardiography to diagnose transposition of the great arteries that when the origin and course of the left coronary artery from the anterior vessel (the aorta) is demonstrated a false positive diagnosis is unlikely.
In 10 (91%) of the last eleven consecutive patients with transposition of the great arteries (six males and four females, age 1-90 days), in whom cross sectional echocardiography was used to study the anatomy of the left coronary artery, we were able to demonstrate the origin, course, and proximal branches of the left coronary artery and clearly demonstrate that this originated from the aorta (91%) (fig b) . These patients had confirmatory angiographic studies. In anomalous origin of the left coronary artery from the pulmonary trunk in our present patient (fig a and b) , and in transposition of the great arteries the left coronary artery originating from the anterior vessels produced similar cross sectional echocardiographic appearances.
This case report indicates that cross sectional echocardiography is a sensitive means of diagnosing an anomalous origin of the left coronary artery from the pulmonary trunk. If this proves to be a consistent finding, the additional risks of cardiac catheterisation and angiography could be avoided in patients with this condition.
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